Objective: To investigate the prevalence of Burnout syndrome (BS) with its emotional exhausting (EE), depersonalization (DP), and personal accomplishment (PA) dimensions among Turkish urologists.
Introduction
Burnout Syndrome (BS) is defined as the impairment in an individual's professional and/ or social relationships due to emotional overloading, with chronic fatigue and feelings of disappointment and failure. [1] Psychosomatic reflections accompanied by emotional devastation and physical symptoms, such as headaches, dizziness, dyspnea and sleep disturbances may occur when BS is not adequately addressed. [2] Maslach and Jackson described the three dimensions of BS. The first dimension, emotional exhaustion (EE), occurs when one begins to get tired of work and lose the mental energy needed for the accomplishment of the work. [3] As the burnout worsens, the individual begins to view patients as objects rather than humans. This second stage is called depersonalisation (DP) and it is actually a natural defensive mechanism for coping with stress. [4] Ineffective coping, and defense mechanisms frequently result in a decrease in personal accomplishment (PA) and success. [5] Health care professionals who work for longer hours assume a high level of responsibility in terms of their positions, so they are prone to the development of BS. Such working conditions lead to physical and mental exhaustion which, in turn, result in psychosomatic and sleep disorders, adverse attitudes towards people and, in the health care field, to reduced quality of care and decreased patient safety. [6, 7] Ahead of Print Dewa et al. [8] reported that the national cost of BS for all physicians was over $200 million in Canada due to early retirement and reduced clinical hours.
According to Turkey's Health Education and Human Resource Report published in 2014, the overall 2,259 urologists are working in public and private practice in our country. [9] Considering the population of Turkey in 2014, the number of urologists per 100,000 people is 3, which is almost the half of that reported in Europe (5.9/100,000). This daily workload, heterogeneous distribution of urologists around the country, [10] and the dizzying technological improvements in the field, together with increased medicolegal responsibilities, might increase the incidence of BS.
The presence of BS in different specialties has long been investigated, with overall rate of 30-40% among all physicians. [11, 12] However, data regarding the prevalence of BS among urologists are lacking in the literature. In this study, we aimed to investigate the prevalence of BS among Turkish urologists and, to identify the individual predisposing factors for the development of this condition.
Material and methods
From March to September 2017, 362 participants were enrolled in this study. More than 2,000 actively working certified urologists and urology residents were invited by e-mail to participate in this cross-sectional survey-based study. The study was approved by the Local Ethics Committee of Ondokuz Mayıs University (KAEK 2016/7413), and all participants were informed about object of the study. All methods were performed in accordance with the relevant guidelines and regulations. A power analysis was performed to determine the number of participants needed. The survey was based on the responses derived from the sociodemographic questionnaire and the Maslach Burnout Inventory (MBI) (Appendix 1).
Sociodemographic and occupational characteristics were assessed using 24 questions. The MBI, which was also validated in Turkish, consisted of 22 Likert-type questions used to assess EE (Questions 1, 2, 3, 6, 8, 13, 14, 16 and 20) , DP (Questions 5, 10, 11, 15 and 22), and PA (Questions 4, 7, 9, 12, 17, 18, 19 and 21) . [13] EE scores were graded as follows: low, 0-11 pts; moderate, 12-17 pts and high, >17 pts. DP scores were graded as follows: low, 0-5 pts; moderate, 6-9 pts and high, ≥ 10 pts; and PA scores as: low, 0-21 pts, moderate, 22-25 pts and high ≥26 pts. No consensus exists on classification in the MBI scale, and the interpretation was undertaken giving equal weight to all three dimensions or by giving greater weight to at least one dimension. [14] The reliability of the Maslach burnout scale was evaluated using the Cronbach's α value. Accordingly, if 0.00 ≤α<0.40, the scale is not reliable; if 0.40 ≤α<0.60, the scale has a lower reliability; if 0.60 ≤α<0.80, then the scale is rather reliable, and if 0.80 ≤α<1.0, reliable. 
Statistical analysis

Results
Overall, 369 participants responded to the survey, and seven were excluded due to missing information. Majority of the participants were aged 41 to 60 years (47.9%) with a mean age of 44±9.9 (range: 23 to 75 years). Most (65.1%) of the respondents were certified urologists while only 6.9% were urology residents.
Antidepressant use was common among the participants (21.8%). The most common comorbidities were hypertension (13%), peptic ulcus (9.4%), lower back pain (9.1%) and sleep disorders (6.9%). Ninety-nine (27.3%) of them were active smokers. Table 1 summarizes the demographics and professional status of the responders.
The mean EE, DP and PA scores were 16.8±8.7, 6.6±4.6 and 8.2±5.6, respectively (Table 2) . Table 3 categorizes the participants according to the three dimensions of BS. The reliability of the MBI was also evaluated ( Table 4 ). The Cronbach's α value was found to be reliable for all three subdivisions of the inventory. The factors affecting the burnout level are provided in Figure  1 . There was a statistically significant association between the academic title and burnout level. The EE score was found to be high in 60% of the urology residents, 52.1% of the urologists, 36.2% of the associated professors and 26.7% of the professors (p=0.001). DP scores were also higher in urology residents when compared to residents of other academic fields (p=0.001). Interestingly, academicians working in more than one institution had greater mean EE (26.5±3.7) but lower DP scores (5.0±2.7). PA scores, on the other hand, were not correlated with the academic title (p=0.06).
Majority of the participants were married (90.2%), and 49% of them had two children. Within the married group, low, moderate and high EE, and DP levels were detected in 30.2 vs 56%, 23.3 vs 23.2% and 23.3% vs 26.1% of the participants, respectively. Low, moderate and high EE, and DP levels were detected in 56 vs 23.2%; 26.1 vs 25%, and 18.8, vs 56.3% of unmarried participants, respectively (p=0.45).
The monthly income of the participants is presented in Table 1 . Only 11.1% of the participants were satisfied with their salaries whereas 64.9% of them were not (p=0.001). Within the group of participants that were satisfied with their incomes, the EE and DP scores were low in majority of the participants (61.5% and 78.9%, respectively: p=0.001). The association of individual EE and DP dimensions with smoking status was also evaluated ( Table 1 ). The higher EE and DP scores were found to be associated with smoking status (p=0.03).
Diabetes mellitus, hypertension, malignant diseases and dealing with the suffering of relatives were not associated with any dimension of BS (p>0.05). The indicated percentages of participants receiving support from professional organisations had low (66.7%) and moderate (33.3%) EE scores, while all of them (100%) had low DP scores; whereas greater percentages of participants not receiving such support had higher EE (low, 29%; moderate, 23.1% and high, 47.9%) (p<0.001) and higherDP scores (47.7% low, 24.3% moderate and 28% high) (p<0.05).
Encouragement of the urologists by a chief or employer led to a decrease in EE (48.9%) and DP (56.6%), and increase in PA scores (99.5%) in respective percentages of responders (p=0.001). Having a sleep disturbance (6.9%) and using antidepressant drugs (21.9%) for more than 6 months were associated with higher EE and DP scores and lower PA scores in indicated percentages of participants (p=0.001). Similar findings were also obtained for the peptic ulcus (Figure 1 ).
The EE and DP scores were lower for participants who spent sufficient time with their families (p=0.001). Physical professional support from colleagues was associated with decreased EE score (55.5% vs 40%, p=0.003) and higher PA scores (p=0.002) (Figure 1) . Participants who were unhappy with their jobs had a higher EE (58.7% vs 42.9%) and DP scores (43.6% vs 21.7%) (p=0.001). In the presence of improper working conditions, both EE (71.9%) (p=0.01) and DP (46.9%) scores were found to be higher (p=0.001), respectively. Finally, according to the current performance system, dissatisfaction based on the reimbursement system was found to be higher in EE (34.5% vs 56.6%) and DP dimensions (19.3% vs 33.8%) compared to satisfied participants (p=0.001).
Discussion
To the best of our knowledge, firstly the present study has investigated the prevalence of BS among Turkish urologists. The prevalence rates for EE, DP, and PA were 47.1%, 27.6, and 91.4%, respectively. The highest proportion of EE was expected to be due to emotional or physical overload, in addition to the lack of availability of continuous scientific education. The prevalence of BS was between 55-87% among the physicians in the literature due to daily heavy workload and the necessity of continuous scientific education to obtain advanced knowledge in the field. [15] Of the participated urologists, 43.2% were under 40 years of age, and the highest EE score was shown in this group (51.8%). Majority of the participants (50.6%) were aged between 41 and 60 years, and this age group showed high EE (45.4%). Only 6.2% of the participants were above 61 years old with high EE scores (25%) demonstrating that urologists older than age 61 had a low level of burnout. Our findings are similar with the results of previously published data. In a systematic review of 47 papers published by Amofao et al. [16] , younger age, long working hours and low job satisfaction were associated with a higher degree of burnout. Although Malik et al. [17] reported that age had no significant effect on burnout, they only included 133 surgical residents with a younger population. Increasing experience has been shown to be associated with increased job satisfaction and a low burnout level, but if a physician was not satisfied with his job, neither age nor experience had a significant impact on job satisfaction. [18] In the context of age, we predicted that younger urologists were more prone to experience severe burnout. Higher academic titles were associated with lower burnout levels ( Table 5 ). Academicians had low EE and DP compared to urology specialists and urology residents. The increased workload, bureaucratic formalities and greater working hours faced by urology residents and urology specialists might result in a rise in burnout scores. Indeed, academicians working in private institutions in addition to their primary institution had greater EE and DP scores (p=0.02).
In a study by Karamanova et al. [19] , the mean EE and DP scores of health professionals from seven South and Southeastern European countries were reported as 31.9% and 33.2%, respectively. They reported higher percentages of EE and DP scores in Turkish health professionals (53.8% and 58.9%, respectively). According to Turkey's Health Education and Human Source Report published in 2014, the number of physicians per capita is two-fold higher in European countries (5.9/100,000) relative to Turkey (3/100,000) which could be a cause of the high burnout rate.
Although burnout is reported in the literature as a risk factor for clinical depression, neoplasms and cardiovascular or cerebrovas-cular diseases, [20] our results showed no relationship between burnout and diabetes mellitus, malignancy, lumbalgia or hypertension (Figure 1) . Our results showed a relationship between burnout and peptic ulcus. Although a PubMed search for 'burnout' and 'peptic ulcus' found no results, the association between high stress and the risk of peptic ulcus is well documented in the literature. [21] The prevalence of depression may be affected by geographical, socio-economical and methodological factors. The highest rate in South America (20.6%), and the lowest rate in Africa has been reported (11.5%). [22] The rate of actual depression could not be provided in the present study, because our questionnaire did not include the following question: "Do you still use antidepressant treatment?" However, more frequent use of antidepressants among our participants is in accordance with the positive correlation between burnout and psychogenic status demonstrated in the literature. [23] It is not surprising that all three dimensions of burnout were associated with sleep disturbances. In the current study, 6.9% of the participants had a sleep disturbance; which is compat- 
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Urology resident 25 (7. ible with the literature. [24] Although being single was associated with burnout in the literature, [25] we found no statistical significant correlation between these two parametres in our study.
However, having children had a positive impact on EE and DP scores. Indeed, many studies have found a relationship between childlessness and high burnout levels. [19] Our study showed that monthly income was associated with two dimensions of burnout (EE and DP), although Ebling et al. [26] stated that low monthly income caused only high DP scores. They explained that finding using the current status of their institution as an example. Similarly, smoking, in our study, was also associated with burnout (high EE and DP scores) though Kang et al. [27] found that it was not significantly associated with occupational stress. The inconsistency between these studies is probably due to their limited number of participants.
Although we found no association between diabetes mellitus and burnout, in a study, burnout was linked to a 1.84 fold increased risk of diabetes mellitus type 2 after adjusting affecting parameters to account for the low number of diabetic participants. [28] Participants who were well treated by their employers had lower burnout levels than others. Mental well-being was shown to effect favourably psychosocial working conditions and, thereby, it can be considered as an important tool in the prevention of BS. [29] Maslach and Leiter [30] proposed that support from family and colleagues is one of the most important tools in the prevention of burnout. Both professional support from colleagues and supervisors and personal support from family and friends can effectively prevent the development of burnout. However, no clear recommendations or definitions are made regarding support from family members or colleagues. Our findings have also demonstrated that spending time with families or colleagues outside of the work environment is associated with reduced burnout in support of the recommendations of Maslach.
In this study, we have reported that urologists suffer from increased prevalence of burnout, which can be a significant health care problem if not properly managed. In fact, most of the factors leading to BS can be remedied. Effective management and treatment of these factors can play a critical role both in preventing emergence of legal problems and improving the quality of health care. In turn, this approach will also preclude potential economic losses across the country.
Our study has shown that BS among Turkish urologists is quite prevalent, at least regarding EE and DP dimensions. However, these dimensions are preventable. Occupational measures could help to promote psychosocial well-being, reduce the incidence of burnout among urologists and improve the quality of health care.
